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CAN OUR METHODS OF OBSTETRIC PRACTICE 
BE IMPROVED? 


B. P. Watson, M.D., (Edin.) F.R.C.S. (Edin.) F.A.C.S.; 


Professor, Obstetrics and Gynecology, Columbia University; Director, 
Sloane Hospital for Women, New York 


Delivered March 21, 1930, in the Friday Afternoon Lecture Series of 
Lhe New York Academy of Medicine. 


When we ask a question such as that which forms the 
title of this talk: “Can Our Methods of Obstetric Practice 
be Improved?”, the answer must obviously be in the affir- 
mative. In no department of human knowledge or en- 
deavor can we ever reach finality. When we can sit back 
and self-complacently assume that we have reached perfec- 
tion it is time for us to make way for others with livelier 
imaginations, larger vision, and greater energy. So far as 
the practice of Obstetrics is concerned there has never been 
even a temptation to assume that the ideal has been at- 
tained. It is to their credit that obstetricians have been 
constantly aware of the shortcomings in the practice of 
their art for it is only now that the medical profession as 
a whole is coming to realize that something is wrong and 
that a remedy is urgently needed! Why is it that in spite 
of the tremendous advances in the knowledge of disease 
and in the application of remedies obstetrics stands prac- 
tically alone in showing no diminution in mortality? One 
reason is that the practitioner has not received an under- 
graduate training in obstetrics as complete and as detailed 
as he has got in general medicine and surgery. Obstetrics 
has been the Cinderella in the clinical years of the medical 
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curriculum in medical schools in this country and indeed 
throughout the world. It is noteworthy that maternal 
mortality is lowest in those countries in which the medical 
schools give the longest and most complete undergraduate 
obstetrical courses. I refer to the Scandinavian countries’ 
in particular. 


Within the last two years there have been two notable 
investigations into the teaching of Obstetrics, one by Dr. 
Palmer Findley in the United States (Am. Jour. of Obs. 
and Gyn., Noy. 1928) and one by Mr. Comyns Berkeley in 
Britain (Jour. of Obs. and Gyn. of the Brit. Empire, 
Winter 1929). Each comes to the independent conclusion 
that a much larger block of time is required for Obstetrics 
in the medical curriculum and that this should be obtained 
by taking some of the time at present given in our schools 
to surgery. In most countries the ratio of time given to 
surgery as compared with Obstetrics is as 2 to 1, but in the 
United States the ratio is as 4144 is to 1. Findley quoting 
from a report of the Committee on Maternal Welfare 
(1925) states that the services of the general practitioner 
of medicine in this country are proportioned as follows: 


Pe REED cn tevcnscunecessven 50% ; 
DEE ctcie eked once Bed hawt nen 35% 
Minor surgery, Fractures, Life Insur- 

RL WEE. cnnck bees bubsdduesneees ce 15% 


As the function of the medical school in its undergraduate 
course is to qualify the student for the general practice of 
medicine there is obviously something radically wrong in 
its apportionment of time to the different subjects. 


It is interesting to go back and trace in the history of 
Obstetrics and of medical education in general how this 
disparity has come about. Obstetrics, of course, was badly 
handicapped from the beginning. Medicine and Surgery 
had several centuries of a start. No Obstetrical teaching 
was given in the United States till the middle of the 18th 
Century and no real clinical instruction until 1874. In 
England, Smellie began his teaching about 1736 but the 
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first University Professorship of Midwifery in England 
was not established until 1886. Scotland was more pro- 
gressive, for to it and to the University of Edinburgh belong 
the distinction of having the first Professor of Midwifery. 
He received his appointment from the Town Council of 
the City of Edinburgh in 1726. The prejudice against the 
man midwife in these early days and the impossibility of 
conducting anything in the nature of an Obstetrical clinic 
are matters of common knowledge. The Obstetrician was 
on a social and professional status far below that of the 
physician or even of the barber surgeon. His views about 
the teaching of his subject thus received scant attention. 
But even in these more enlightened days, his has been as a 
voice “erying in the wilderness.” It was not until 1886 
that the General Medical Council of Britain insisted on 
an examination in Midwifery as being necessary for reg- 
istration as a practitioner of Medicine. Until within 
recent years hospital facilities for the teaching of Obstet- 
rics have been totally inadequate. Faculties of Medicine 
have failed to realize the importance of Obstetrics in their 
curricula and it is only now that the public is awakening 
to the fact of a stationary or even increasing maternal 
mortality rate that the practitioners of Medicine and of 
Surgery, the Faculties of Medicine, are becoming aware 
of the importance of the subject. 


Meantime what have the Professors and Teachers of Ob- 
stetrics in our Medical schools been doing? They have 
been advancing with the advances made in Medicine and 
Surgery. They have devised and perfected new operative 
technic in Obstetrics. They have reduced the mortality 
of the various obstetrical complications in those patients 
who have come under their own care and the care of those 
to whom they have given an adequate training. They have 
been asking that their students be given a longer time to 
spend in their Departments and in most instances their 
cry has been in vain with the result that a vast number of 
medical students have left our schools and gone into prac- 
tice with the idea that the greater part of Obstetrics is 
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operative. They have seen operative obstetrical procedures 
carried out by experts with ease and with safety to the 
patient, and they have not realized that as much technical 
training and skill are required for these as for any major 
surgical procedure. They have attempted to practice these 
procedures often on fundamentally wrong indications and 
often with disastrous results to their patients. I do not 
think it is overstating the case to say that the majority of 
doctors now practising Obstetrics throughout the country 
saw during their student course more abnormal than nor- 
mal cases and that they got no idea of the number of 
women who gave birth to their children unaided. Fortu- 
nately, that state of affairs is being remedied. In our best 
medical schools, more—although not yet enough—time is 
being given to Obstetrics so that the student can work in 
the prenatal clinic and follow through normal cases in 
the hospital and on the district. I feel that the practice of 
Obstetrics throughout the country will not materially im- 
prove until every practitioner shall have had the oppor- 
tunity as a student of spending a solid block of time—not 
less than three months in his final year—in the prenatal 
clinic, in the wards, in the labor room, and on the district 
of a properly equipped and managed maternity hospital. 


For the betterment of Obstetrical practice throughout 
the country I, therefore, put in the forefront the necessity 
for better Obstetrical training for our medical students. 
I am one of those who deprecate specialization during the 
undergraduate medical course and who feel that the 
training there given should be so balanced as to conform 
to the demands made upon the general practitioner in his 
early years of practice. Specialization must come later. 
With the better training of our students I feel sure that 
there will come a more conservative practice of obstetrics 
in normal cases and an earlier and more accurate recog- 
nition of the abnormal, a clearer realization of the tech- 
nical difficulties of dealing with some of the latter, and 
of the need for expert advice and treatment. 


But given all this, some further development is in my 
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opinion necessary in this country. So far as I have gone 
I feel reasonably sure that I have not said anything with 
which any of you acutely disagree. I am not at all sure 
that I can carry you all with me in what I think is the 
logical consequence of what I have said, viz., that the 
medical profession requires technical assistance in its 
Obstetrical work throughout the country and that that 
technical assistance should be supplied by the trained 
midwife or obstetric nurse—call her what you will. For 
the development of my argument let me put certain facts 
before you. 


The first fact that we have to face is that maternal mor- 
tality in the United States is one of the highest among 
civilized countries. A glance at Table 1 brings this home 
to us in striking fashion. Over a four year period, 1920- 
1924, the total maternal mortality in the United States 
was 6.7 per 1000 live births. In the Netherlands it was 
2.4. Between these two come thirteen countries, all with 
a better showing than we have. One country alone, Chile, 
has a higher rate than ours. 


In practically all countries the most frequent single 
cause of death associated with childbirth is puerperal 
sepsis. Taking this one item alone we see again (Table 1) 
that the United States occupies an unenviable position, 
fourth on the list from the top, eleventh on the list from 
below. 


It would be foolish to suppose that any one factor in liv- 
ing conditions or in obstetrical practice in this country is 
responsible for these results. There are undoubtedly more 
obstetrical difficulties met with in a mixed population such 
as we have in this country than in a homogenous, healthy, 
mostly rural population, such as the Scandinavian coun- 
tries have. Further we must bear in mind that “contrary 
to common expectation the United States with all its 
wealth and the attention that is being paid to the cause of 
public health ranks tenth in (total) mortality. Nine coun- 
tries have lower (total) death rates than that of the 

















652 BULLETIN of the NEW YORK ACADEMY of MEDICINE 


United States and these in order of priority are: New 
Zealand, Holland, Australia, Norway, Sweden, Canada, 
England and Wales, and Switzerland.” (Outline of Pre- 
ventive Medicine, Paul B. Hoeber Inc., New York, p. 29.) 
There is not, however, the same spread between the highest 
and lowest total death rates as there is between the highest 
and lowest maternal death rates. The total death rate in 
the United States in 1926 was 12.1 per 1000, estimated 
population. New Zealand had the lowest rate of 8 per 
1000. Our total death rate is thus one and one-half times 
that of New Zealand; but our maternal death rate is two 
and one-half times that of the Netherlands. Our puerperal 
sepsis death rate is three and one-half times that of the 
Netherlands. Puerperal sepsis is thus a big factor in our 
maternal mortality rate. 


Why is it that with all our present day knowledge the 
incidence of and mortality from puerperal sepsis remains 
pretty much as it was before the days of Pasteur and 
Lister? That this is so is amply proved by statistics. 
From a study of the whole vast problem of puerperal sepsis 
it seems to emerge that there are two main modes of infec- 
tion, one by contagion, which occurs in the same way as 
does scarlet fever, measles, or small pox, and the other by 
direct inoculation into wounds such as occurs in ordinary 
surgical practice. Contagion may assume local epidemic 
form and affect numbers of patients who have had normal 
unaided and uninterfered with deliveries, or it may affect 
a single isolated patient just as scarlet fever not infre- 
quently does. We all know of cases of puerperal sepsis 
occurring in patients who have had normal deliveries with- 
out tears and on whom no vaginal examinations have been 
made. To explain such cases it has been assumed that the 
infecting organism was present in the vagina or cervix 
prior to delivery. We know that many pregnant women 
harbor streptococci in the cervix but recent research seems 
to indicate that these are for the most part harmless and 
do not cause infection. The discussion of this would lead 
us too far afield so I shall not mention it further than to 
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say that in an exceptional case such autogenetic infection 
may occur but that it does not explain the majority of 
infections in uninterfered with cases. In the majority of 
these a virulent streptococcus is in some way introduced 
into the uterus and genital canal during or soon after 
labor. It may reach there from a focus in some other part 
of the patient’s body such as a septic tooth, tonsil, or the 
respiratory passages, or it may gain access from outside. 
We are familiar with streptococcal epidemics which affect 
the respiratory passages, the throat and ear, the digestive 
tract. When such cases are prevalent streptococcal puer- 
peral infections are liable to occur. The medical attendant 
may be no more responsible for these than he is for cases 
of bronchopneumonia or acute mastoid. The total elimi- 
nation of puerperal sepsis is thus to my mind an unat- 
tainable ideal. 


Now it was this type of contagion, uncontrolled by any 
precautions, which accounted for a large part of the septic 
puerperal mortality in by-gone days. On a large scale it 
has been practically eliminated from the modern world 
and yet the total septic death rate remains the same. Even 
allowing that streptococcal infections in general are more 
common than they used to be (we have no way of proving 
this of course) the facts stated would seem to indicate that 
there has been no marked diminution of cases in which 
infection is introduced by direct inoculation of puerperal 
wounds. 


What are the possible explanations? May one explana- 
tion be that there are more puerperal wounds to-day than 
there were fifty years ago, more women with contused and 
traumatized tissues, more women shocked, more women 
suffering from severe blood loss, as the result of labor. 
I do not think there can be any doubt that there is a 
greater incidence of all these conditions to-day than there 
was fifty or one hundred years ago. Young in a recent 
publication in which he reviews some old Edinburgh sta- 
tistics states that in the Royal Maternity Hospital Sir 
James Simpson used forceps only once in 472 cases. The 
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maternal death rate was a little lower in his time than it 
is in Scotland to-day in spite of other procedures such as 
manual dilatation of the cervix, the use of lard as a lubri- 
cant for the maternal passages, and in spite of a complete 
absence of antisepsis and asepsis in the conduct of labor. 


The above mentioned procedures, which none of us prac- 
tice to-day, must have accounted for much of the septic 
mortality of seventy years ago. But we have apparently 
substituted for them others which may counterbalance. 
The two I would specially mention are anesthesia and in- 
strumental delivery. I mention them together because one 
is very often the result of the other. The women of to-day 
and especially the American women will not stand the pain 
that their grandmothers and great-grandmothers did. They 
demand relief—they demand more than relief—they de- 
mand an absolutely painless labor. Now this must carry 
with it an increase in the number of operative deliveries. 
Operative deliveries, taking them all over the country, car- 
ried out by competent and incompetent operators, in hos- 
pitals with perfect aseptic technic and in homes with no 
equipment or technic at all result in more traumatism than 
do normal deliveries and so increase the septic death rate. 


That trauma increases morbidity is shown by the fol- 
lowing figures from a review of 964 consecutive deliveries 
during 1926 in Sloane Hospital for Women, New York. 
In 442 of these cases there was no laceration and the mor- 
bidity rate was 9.7 per cent. In 251 cases there was a first 
degree laceration and the morbidity was 10.5 per cent. 
In 77 cases there was a second degree laceration and the 
morbidity rate was 18.6 per cent. In three cases there was 
a third degree tear and the morbidity rate was 100 per 
cent. Incidentally it is interesting to note that there was 
a higher morbidity rate in patients on whom episiotomy 
was done than in those who had a second degree tear. That 
excessive post-partum hemorrhage increases the liability 
to sepsis is shown by the same survey. In 298 patients 
with a post-partum hemorrhage of less than 200 c.c. the 
morbidity rate was 7.05 per cent. In 492 patients with 
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post-partum hemorrhage between 200 and 300 c.c. the 
morbidity rate was 13.2 per cent. In 106 patients with 
post-partum hemorrhage of more than 300 c.c. the mor- 
bidity rate was 21.7 per cent. Deep anesthesia undoubt- 
edly tends to post-partum hemorrhage. 


In such statistics as are available it is amply proved 
that as the incidence of instrumental deliveries is lowered 
so is the septic death rate. In 1927 the midwives of Queen 
Victoria’s Jubilee Institute in England had 53,502 deliv- 
eries. In only 6 per cent were doctors called on to use for- 
ceps. The total death rate from sepsis was 0.12 per 1000, 
1/10th of the general rate for England. In a total of 
47,503 successive cases in the outdoor and indoor practice 
of the East End Maternity Hospital, London, England, 
forceps deliveries were 2 per cent and the septic death rate 
0.10 per 1000—less than 1/10th of the death rate for Eng- 
land generally (Young). Take along with these figures 
the fact that in Holland and in the Scandinavian countries 
the maternal mortality rate and the puerperal septic mor- 
tality rate are the lowest in the world and remember that 
85 per cent of women in those countries are delivered by 
midwives who do not use forceps and I think we have a 
pretty strong argument that operative delivery is account- 
able for a very large part of our present maternal septic 
mortality, and that the maternal deaths from this cause 
may just about counterbalance the lives saved as the result 
of the introduction of antisepsis and asepsis, and of our 
improved prenatal care. 


The figures quoted seem to give us one lead at any rate 
as to how our present mortality might be reduced, viz., 
by abstaining from active interference with labor except 
on definite indications. It is in the formulation of these 
indications that we meet with difficulty. In complications 
such as placenta previa, or accidental hemorrhage, gross 
contraction or deformity of the pelvis, we must interfere 
to save the mother’s life. In such cases, undoubtedly ma- 
ternal mortality has been reduced. But these constitute 
only a very small percentage of present day reasons for 
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interference. By far the commonest one is the demand on 
the part of the patient to be saved pain and to have labor 
shortened. The second commonest is the inability of the 
doctor with all his other work pressing upon him to spend 
the time waiting for normal delivery. 





The demand for painless labor on the part of women 
must carry with it a penalty. Magazine articles and the 
lay press have spread the idea of painless labor but they 
have not mentioned the penalties. It is time that women 
were informed of them. In demonstrating that the pain 
of labor could be mitigated by the use of chloroform Sir 
James Young Simpson conferred on women a priceless 
boon. Since his time other analgesics and anesthetics and 
other methods of administration have been discovered and 
devised. All of them have to be used with discretion and 
judgment. None of them used indiscriminately are free 
from danger, and the great danger is that they so slow up 
or stop labor pains that instrumental delivery becomes a 
necessity. 


We come now to what I named the second commonest 
indication for operative delivery in present day practice— 
the inability of the practitioner to give the time to wait 
for normal delivery. At this point I know I am entering 
upon debatable ground and may say things with which 
many of you will disagree. 


I believe that the maternal mortality in this and in every 
other country would be very materially reduced if the 
practice of Obstetrics were in the hands of thoroughly 
trained midwives working in conjunction with and under 
the direction of properly trained doctors. 


Or to put it another way, every doctor practising Obstet- 
rics should have associated with him one or more trained 
midwives who would conduct the delivery of his normal 
cases. I make this statement from a knowledge of con- 
ditions on this continent and in Scotland. After ten years 
of practice and of observation in Canada I returned to 
Scotland and in my inaugural address at the University 
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of Edinburgh criticized adversely the midwife system. 
Four years of observation in Scotland and a study of fig- 
ures from other countries in Europe have made me change 
my mind to the extent that now after three years in the 
United States I make the foregoing statement. 


I believe that such a system would work out not only to 
the benefit of the patient but to the economic advantage 
of the doctor. To the latter would belong the whole re- 
sponsibility of prenatal care and the determining of the 
ability of the patient to go through a normal labor. He 
would be called upon if any difficulty arose in labor, if any 
injury required repair, or if any complication arose in 
the puerperium. He would examine for and correct any 
abnormality, such as a retroversion, two or three weeks 
after delivery. This is not theory, it is being worked out 
in practice. One Scottish doctor informed me that since 
he conducted his work in this way he has reduced his 
operative deliveries to 3 per cent, he has fewer puerperal 
complications, he has time for reading and attendance at 
medical meetings, which he never had before, and he is 
financially better off. 


And if we stop to think for a moment, what I am advo- 
cating for the general population is practically the type 
of obstetrics that is being done for our better class patients 
in hospitals. When our patient enters a well organized 
and equipped hospital for her delivery she is under the 
direct observation of trained nurses and interns. They 
_ look after her during the first stage and early part of the 
' second stage just as the midwife does. The attendance of 
the obstetrician is only required at the actual time of 
delivery or in order to administer anesthesia for some 
time prior to it. And if women here could be brought 
back to the attitude of the Scandinavian woman, who 
does not think anesthesia desirable if it can possibly be 
done without, the attendance of the obstetrician would be 
of even shorter duration. The only way then in which 
present day hospital practice differs from midwife practice 
is that in the former the Obstetrician actually receives 
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the child as it emerges from the patient’s body. The 
properly trained obstetric nurse or midwife can do that 
just as well as, and in many eases better than, the man 
midwife. 


I know that in making a statement like this I am lay- 
ing myself open to criticism so let me amplify it a little. 


First of all by a trained midwife I mean a nurse who 
has had a full general hospital training and who subse- 
quent to that has had at least a year’s training in the de- 
livery room, wards, clinic, and outdoor practice of a ma- 
ternity hospital. With such a training she ought to be 
able to act as obstetric technician to a doctor. 


The doctor with a busy practice has his office nurse and 
technician who does his X-ray work, his blood counts, and 
his chemistry. She does these things better than he can 
do them. It would be physically and economically impos- 
sible for him to do them himself. Now—and I say this 
from first hand knowledge—a nurse can become just as 
expert and reliable in conducting a normal delivery as 
can a technician in doing a blood count or a blood chem- 
istry. If the busy practitioner whose practice included a 
considerable number of home or hospital deliveries had 
the assistance of such an obstetric nurse he could go about 
his other professional duties secure in the knowledge that 
his patient in labor was being well looked after, and that 
he would only be called upon if the efforts of nature failed. 


Nowhere in the world is private medical practice better 
organized than in this country. Nowhere in the world 
are women better educated regarding the need of prenatal 
supervision by a properly qualified doctor. It would be a 
disaster if this attitude were to change. The criticism of 
midwife practice in other countries is that no adequate 
prenatal care is given. Here I think there is a great op- 
portunity to graft upon our present system of practice all 
the best features of the best type of midwife practice 
abroad. 
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The alternative to the trained midwife system is the 
provision of hospital accommodation for all obstetric 
cases. If such an aim were attained would it solve the 
problem? Does the aggregation of obstetrical patients in 
large institutions add to the danger of contagion? I think 
it unquestionably does. Here again I speak from bitter 
experience. Young, whom I have already quoted, also 
thinks so. Dr. Julius Levy, Director of the Child Hygiene 
Division of the Department of Health of the City of New- 
ark, New Jersey, in a personal note writes “I would call 
your attention to the fact that although in ten years the 
percentage of births attended by midwives (in Newark) 
has been reduced by 50 per cent the maternal mortality 
rate for the city is more than three times greater than it 
was in 1918 and has shown practically no reduction in the 
last few years. You will find also that during this period 
there has been no reduction in the stillbirth rate. It is 
reasonable to believe that there has been a shift in the 
population in the last six or seven years due to immigra- 
tion laws and the migration of the colored from the South. 
This may have had some influence. 


“You will be interested in the report I made last year 
to the American Public Health Association in which I 
showed that although hospitalization of obstetrical pa- 
tients in Minneapolis had increased from 23 per cent to 78 
per cent there had been no reduction in the puerperal 
sepsis rate, in infant deaths on the first day, while there 
had been an actual increase in the deaths associated with 
injuries at birth. A similar chart was presented for New- 
ark which showed that although the percentage of cases 
delivered in hospitals had increased from 10 per cent to 50 
per cent and the percentage delivered by midwives had 
been reduced from 48 per cent to 23 per cent the same state 
of affairs existed as in Minneapolis.” 


The mere provision of hospitals is not enough. The 
same type of meddlesome midwifery can be practised as 
easily in a hospital as in a home—in fact the temptation to 
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interfere may be even greater for the better facilities pro- 
vided may give a feeling of false security. 


If it were economically possible to supply proper hos- 
pital accommodation for every parturient woman in this 
country and economically possible to have a trained ob- 
stetrician to whom time was no object in constant attend- 
ance on every such woman we should have nearly ideal 
conditions. , 


For a certain section of society this is economically 
possible, for a very large section it is not. For this latter 
there must be some sort of compromise arrangement. 
What is the best compromise—the services of a doctor 
whose economic value is such that he can give only a lim- 
ited time to his patient and may have to interfere unneces- 
sarily or, the services of a trained obstetric nurse who can 
give her whole time to the job and who, in normal cases, 
can be as efficient as the doctor? My own choice would be 
the latter. I should like to see every obstetric hospital 
with a staff of trained midwives so that when the doctor 
sends in his patient (whom he has followed all through 
her prenatal period) he has the assurance that a normal 
delivery can be conducted in his absence. I should like to 
see available for every doctor who practises domestic ob- 
stetrics—whether in the country or in the city—a trained 
midwife who would remain in the home during labor and 
would be capable of conducting a normal case. 


Every country is concerned over maternal mortality. 
Recently the British Medical Association through its 
Council submitted to the Ministry of Health in Britain 
certain recommendations regarding the training and em- 
ployment of midwives. One of the paragraphs reads: 


“The Association believes that the ideal thing would be the provision 
ab initio for every pregnant woman of a midwife and a doctor, the latter 
taking complete responsibility, ante-natal, natal, and post-natal, for the 
case, attending at the confinement if thought necessary by himself or if 
desired by the patient, or if sent for by the midwife on her finding some 
abnormality. It is believed that such joint provision, if it could be achieved, 
would vastly improve the practice of midwifery and would thereby render it 
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safer. Such a provision would ensure medical supervision and responsi- 
bility throughout the pregnancy and after the confinement, ensuring skilled 
advice for normal cases and attendance for abnormal; and would provide 
for the mother that trained nursing attendance after the confinement which 
is so important and which so many women do not get.” 


The whole question is first and foremost an economic 
one. This country is bound to take cognizance of the great 
wastage of valuable lives resulting from childbirth and 
legislators are going to seek a remedy. They are going to 
ask the advice of our profession as to what form that 
remedy should take. Are we prepared to give that advice? 
Are we going to advocate more and more hospitals and 
nothing more or are we going to inform ourselves a little 
more about the trained midwife system and so be in a 
position to say whether or not the grafting of it onto our 
present practice is likely to be beneficial? 


Throughout this talk the word “Midwife” has occurred 
frequently. This word conjures up to the minds of the 
laity and of the medical profession in this country the 
picture of a woman totally untrained, frequently dirty, 
and usually uneducated, the type of person who in Britain 
is called a “handy woman” or in vulgar parlance a 
“howdy.” Now that is not the woman I have been speak- 
ing of. I have been speaking of an educated, hospital 
trained, disciplined, and competent nurse. I have called 
her a trained obstetric nurse or an obstetric technician 
but neither of these designations is apt. I am sure some- 
thing better can be found. Something better must be 
found, for so long as that word “midwife” remains, the 
discussion of this whole problem will be prejudiced. 


And further, let me say that the scheme of coéperation 
between doctor and obstetric technician would not take 
away from the dignity of obstetric practice. The capacity 
to recognize and to treat complications during pregnancy, 
to form a prognosis of labor, and to undertake the sur- 
gical treatment of abnormal cases can only be acquired 
as the result of a thorough training—more thorough than 
is provided by most medical schools to-day. To be able 
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to do these things well means the possession of sound 
clinical judgment. With this aspect of obstetric practice 
emphasized and the tedium and loss of sleep involved in 
waiting upon numbers of normal deliveries removed, the 
practitioner would find obstetrics one of the most inter- 
esting instead of—as is so often the case—one of the most 
irksome parts of his daily work. 


So far there has been no concerted effort made in this 
country to train the best type of midwife. The ideal which 
the medical profession and health authorities have had 
before them was the provision of adequate medical at- 
tendance for every parturient woman. We all know that 
this ideal has not been realized either in our urban or in 
our rural communities. The untrained woman has con- 
tinued to ply her trade with or without the recognition of 
Boards of Health. Those who have studied present con- 
ditions are convinced that not for many years to come, if 
ever, will it be economically or in any other way possible 
to supply a doctor for every woman in labor. It should be 
possible to supply to every woman proper medical pre- 
natal examination and supervision. Should our efforts 
then not be directed towards organizing the latter service 
and to training women who, under medical supervision, 
would conduct such normal labors as cannot be under- 
taken by the doctors? In New York City there is a School 
for Midwives in connection with Bellevue Hospital but 
it trains only a small number and does not attract the 
educated and high type of woman we should like to see 
applying for admission. There is no school in this country 
in which a registered nurse who wishes to get midwifery 
training to qualify her for work in the foreign mission 
field can receive instruction. These individuals have to go 
to Britain or some European country for their education. 
One of the obstetrical hospitals here has practically de- 
cided to establish a School of Midwifery. There will be no 
difficulty in securing enough pupils of the type I have just 
mentioned to fill it. If it proves a success I see no reason 
why, later, that hospital and others should not undertake 
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the training of nurses in midwifery for work at home. The 
Hospital of which I am speaking is making it a condition 
of admission that the candidate be a registered nurse. It 
is questionable whether a sufficient number of registered 
nurses would want to undertake active midwifery work. 
That difficulty has been experienced in Britain and on the 
European continent. There the great majority of the 
practising midwives have had no general hospital training 
but they have to be well educated women and they under- 
go a longer course of training than do the registered 
nurses. It is this type of woman which forms the back- 
bone of the midwifery service, the nurse midwives filling 
the posts of instructors and supervisors. It is an ana- 
chronism in this country that in those states which recog- 
nize and supervise midwife practice the great majority of 
midwife inspectors are registered nurses but have had no 
training in midwifery. If for no other purpose than the 
training of these supervisors we require Schools of Mid- 
wifery here. 


But I must not allow myself to go into further detail. 
My purpose is served if I have interested you in the prob- 
lem which confronts us to the extent of making you feel 
that it is one requiring serious thought on the part of the 
leaders and of the general body of the medical profession. 
If any change in the established practice of medicine is 
desirable that change should be made by us from within 
and not forced upon us by lay opinion or legislative action 
from without. 














WILLIAM AND JOHN HUNTER * 
A STUDY IN CONTRASTS 


Francis R. Packarp 
Philadelphia 


The lives of the Hunter brothers extended over exactly 
the same number of years, William, born in 1718, and 
dying in 1783; John, born in 1728, dying in 1793. Their 
early training differed greatly. William was destined for 
the ministry and was sent to Glasgow University at the 
early age of thirteen years. After studying there for five 
years he gave up the gown for the scalpel and began to 
study medicine with William Cullen, with whom he worked 
for three years, also attending some courses of lectures 
at the medical school of the University of Edinburgh. In 
1740 he went to London where he worked first under 
Smellie, the leading obstetrician of his day in London, and 
then with James Douglas, the discoverer of “Douglas’ 
pouch” of the peritoneum. He studied anatomy also 
under Frank Nichols, Mead’s son-in-law and one of the 
best teachers of his time. After going to Paris and study- 
ing anatomy in Paris, William Hunter returned to London 
and in 1746 started giving private courses in anatomy, “in 
the same manner as at Paris,” which meant that the stu- 
dents were given the opportunity actually to dissect and 
make anatomical preparations on the human body, instead 
of, as had heretofore been the case in London, being taught 
by means of dried preparations, casts and drawings. His 
school was successful from the start. John Hunter was a 
boy of thirteen when his father died. His mother was too 
indulgent and he was allowed to do pretty much as he 
pleased and not given any. very regular schooling. In 1748 
he asked William to take him into his school and from 
that time for eleven years he passed the time in his 
brother’s school, except during the summer season when 
the school was closed and he worked at surgery, first in 

* Abstract of an address read before the Section of Historical and Cul- 
tural Medicine, March 12, 1930. 
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Chelsea Hospital, later at St. Bartholomew's and finally at 
St. George’s Hospital. The characters of the two brothers 
were essentially different. William was sensitive, refined 
and cultivated. He had received an excellent education at 
Glasgow and his early training as a man-midwife with 
Smellie and Douglas had tended to give him a correct 
professional bearing. He frequented the salons of the lite- 
rati and the halls of the learned societies, collected rare 
books, statues and works of art. John on the other hand 
passed his time in the dissecting rooms or hospital wards 
and was not at all choice in the selection of his companions. 
He was a hard drinker in these years and given to coarse 
language and the frequent use of oaths. John’s anatomical 
skill was early recognized not only by his brother who 
appointed him demonstrator in his school a year after he 
joined him, but also by others for, in 1753, he and Percival 
Pott were elected to read the anatomical lectures at Sur- 
geons’ Hall, a remarkable tribute to his reputation as Pott 
was already surgeon at St. Bartholomew’s and John Hun- 
ter had only begun his studies five years before. Mean- 
while William Hunter was the leading obstetrician in Lon- 
don. He was surgeon-midwife to Middlesex Hospital and 
to the British Lying-in- Hospital, and Physician-Extraordi- 
nary to Queen Charlotte. 


It was during the period between 1748 and 1759 that the 
Hunters did their most remarkable work in anatomy. The 
two brothers were a wonderful team to run an anatomical 
school. William Hunter was a scholar, thoroughly 
grounded in anatomy and an eloquent lecturer. John was 
rough of speech, uncouth in manner, and an impatient 
master, but unequalled in his knowledge of practical ana- 
tomy and skill as a dissector. During these years there is 
no doubt, as candidly acknowledged on many occasions 
by William, John did most of the practical work upon 
which William based his lectures, full of original views. 


The first publication which was made of their researches 
was William Hunter’s “Medical Commentaries” which was 
put forth in 1762. It contained the demonstrations of the 
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accurate anatomy of the lachrymal ducts and the tubuli 
seminiferi; the first actual proof of the real nature of con- 
genital hernia, and the demonstration of the fact that the 
lymphatics constituted a separate absorptive system. Un- 
fortunately this book is marred by invectives against the 
Monros whom William accused of stealing his ideas and 
the fruits of his labors. 


In 1759 John’s health was impaired and he obtained a 
commission in the army and went on the expedition against 
Belleisle, and later into Spain. He returned to London in 
1763, but for some unknown reason did not resume his 
position as his brother’s assistant. Instead he branched out 
for himself. In 1768 he was elected surgeon to St. George’s 
Hospital and after Percival Pott’s death he was recognized 
as the foremost London surgeon of his time. Besides 
having house-pupils he gave courses in surgery and 
anatomy. In 1767 he was elected a Fellow of the Royal 
Society, three months before William was thus honored. 
Yet in spite of various indications of a rift in the lute the 
brothers were on friendly terms as William allowed John 
to give some lectures in his rooms as late as 1777, and they 
saw one another frequently. The final break in their fra- 
ternal relations came in 1780. Six years before, in 1774, 
William Hunter had published his great work the “Gravid 
Uterus,” printed by Baskerville, with superb illustrations 
by Van Rymsdyk. In it he described for the first time the 
correct anatomical relations between the uterus and the 
placenta. John Hunter made no public comment on the 
work until 1780 when he wrote a letter to the Royal So- 
ciety in which he claimed that he had first shown this 
relationship to his brother in 1754, and that in the latter’s 
book he had appropriated the discovery and made no men- 
tion of his, John’s, part in it. William Hunter wrote a 
reply also addressed to the Royal Society but that body 
refused to take part in the quarrel and did not publish the 
letters in their transactions. No one has ever satisfactorily 
solved the mystery as to why John waited six years before 
he published his complaint. William died March 30, 1783. 
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John visited him as he lay on his deathbed, but the recon- 
ciliation came too late. John did not attend his brother’s 
funeral. Ten years later, October 16, 1793, John Hunter 
died in an attack of angina pectoris. Both brothers left 
huge collections of great value and interest. William’s 
contained not only anatomical preparations but a mag- 
nificent library of manuscripts and books, and a great col- 
lection of antique gems and objects of art. He bequeathed 
it to the University of Glasgow. John Hunter’s collection 
of specimens illustrating human and comparative anatomy 
and pathology was purchased by the Government and given 
into the custody of the Royal College of Surgeons of Lon- 
don. Both of these collections are of the greatest value and 
they illustrate the difference in the characters of their two 
collectors as clearly as could be wished. William the 
scholar, dilettante and art collector, as well as anatomist; 
John the original investigator, whose own hands prepared 
or directed the preparation of most of the specimens con- 
tained in his collection. 











SUGGESTIONS FOR A NATIONAL NOMENCLA- 
TURE OF DISEASES 
H. B. Loc 


Executive Secretary, National Conference on Nomenclature of Diseases. 


The formation of the National Conference on Nomen- 
clature of Disease in March 1928 was primarily a re- 
sponse to the demand for uniformity of records and sta- 
tistics of diseases and morbid conditions. There are a 
number of nomenclatures in use in the United States, some 
prepared under governmental auspices, others by certain 
of the larger hospitals, or by individuals. None of these 
has been nationally adopted. The “Nomenclature of Dis- 
eases’* prepared by the Royal College of Physicians has 
been widely used in Great Britain. The International List 
of Causes of Death has been the official standard for a 
varying time in several countries and has been officially 
adopted by the Bureau of the Census and by most of the 
individual States of the Union since 1900. It serves as a 
basis of comparison of mortality rates, but is not suited, 
either in scope or terms, to the compilation of morbidity 
statistics. There are also nomenclatures for use in in- 
dividual specialties, compiled largely or entirely to meet 
limited requirements without reference to other special 
or general nomenclatures. It is evident that records com- 
piled on such diverse bases are not comparable. 

The general dissatisfaction with existing conditions 
came to a head in the New York Academy of Medicine, 
and was first given serious consideration in the Commit- 
tee on Public Health Relations. A sub-committee was 
appointed to determine ways and means of providing all 
physicians and hospitals with a standard nomenclature. 
As a result of their deliberations a meeting was called by 





1 Royal College of Physicians: The Nomenclature of Diseases, London, 
Wyman and Sons, Ltd., (Fifth edition) 1917. 
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the Academy on March 22, 1928. Invitations were issued 
to the American College of Surgeons, the American Heart 
Association, the American Hospital Association, the 
American Medical Association, the American Public 
Health Association, the American Statistical Association, 
the Association of American Physicians, the Bureau of 
the Census, the Medical Department of the Army, the 
Medical Department of the Navy, the United States Pub- 
lic Health Service, and to the larger New York Hospitals. 

After those present had organized and formed the Na- 
tional Conference on Nomenclature of Disease, the follow- 
ing governing principles were adopted: 


“1. The conference will cooperate with the Bureau of the Census in mak- 
ing an alphabetic arrangement of diseased conditions* as the standard 
work on Nomenclature. 

“2, A comprehensive detailed classification of diseased conditions is to be 
prepared, employing the terms given in the Standard Nomenclature.1 

“3. An abridged classification of diseased conditions is to be prepared, 
based upon the detailed classification. 

“4. The comprehensive detailed and the abridged classifications are to be 
prepared by a Subcommittee of this Conference with the codperation 
of the interested national societies and associations and of the federal 
government services. 

“5. Both classifications should be based upon the detailed International 
List of Causes of Death as far as advisable and should use the same 
title numbers.” 





*The term “diseased conditions” is understood to include all patho- 
logical conditions, injuries, poisonings and intoxications. 


The preparation of a detailed and an abridged list would 
make it possible for special hospitals to use the detailed 
list for the specialty and the abridged list for all other 
diseases. In this way either of the two lists could be used 
or they could be arranged in various combinations to meet 
the needs of the large general hospital, the smaller general 
hospital and the hospital concerned with any specialty. 





1 Department of Commerce, Bureau of the Census: Standard Nomen- 
clature of diseases and pathological conditions, injuries, and poisons for 
the United States (First edition) 1920. 
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For their own records physicians might use either one or, 
if they were particularly interested in special diseases, 
might adopt the plan followed in the special hospital. 


The Executive Committee was chosen to represent the 
wide interests and affiliations of the organization. On it 
were delegates from the American Public Health Asso- 
ciation, the American Statistical Association, the Amer- 
ican Hospital Association, the American Surgical Asso- 
ciation, the Bureau of the Census, the United States Pub- 
lic Health Service, one New York Hospital, and the New 
York Academy of Medicine. 


At the outset it was clear that a national nomenclature 
must be prepared by those who were to use it. As finally 
constituted, the National Conference is composed of dele- 
gates from national organizations representing the various 
specialties in medicine and surgery, and from the most 
prominent clinical statistical organizations, governmental 
and other. It is, therefore, not a restricted group of men 
who wish to impose a nomenclature upon American phy- 
sicians; it is a coérdinating center and a clearing-house 
for professionally qualified ideas on nomenclature. 


A special committee known as the Committee on Clinical 
Records of the American Hospital Association was or- 
ganized independently of the National Conference. It con- 
sisted of representatives from the American Hospital As- 
sociation itself and from the American College of Sur- 
geons, the Council on Medical Education of the American 
Medical Association, the American College of Physicians, 
and the Association of Record Librarians of North Amer- 
ica. Since the work of this committee parallels that of the 
National Conference, the two activities being complemen- 
tary, there is need for a liaison between the two groups. 
The President of the American Hospital Association (for- 
merly the Chairman of the Committee on Clinical Rec- 
ords) is a member of the Executive Committee of the 
National Conference. 


The organization of the National Conference depended 
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on the vision of many men whose names appear in the 
ininutes of that inaugural meeting and on the devotion of 
the members of the Executive Committee. To the United 
States Bureau of the Census and the New York Academy 
of Medicine belongs much of the credit for initiating and 
fostering the movement. As the work gréw in volume, 
office space and funds were required. The former was 
supplied by the New York Academy of Medicine; and the 
Commonwealth Fund, being apprised of the nature and 
importance of the work and the national support it was 
receiving, generously provided the necessary financial 
assistance. 


A year after the foundation of the National Conference, 
the world-wide demand for a common method of naming 
diseases and recording their incidence found expression 
in a notable document, a resolution passed at the Con- 
ference of Expert Statisticians held in Geneva under the 
auspices of the Health Section of the League of Nations. 
The resolution is quoted not only because of its importance 
in the progress of medicine but because it presents in 
terse form the argument for a “systematic classification 
of the names of diseases” such as the National Conference 
is in process of preparing, and because it reveals the pres- 
ent work of the National Conference, important as it is in 
itself, as part of a great international effort to lighten the 
burden of disease and lengthen the span of life. The 
resolution follows: 


“A. That each country be requested to prepare an alphabetical list of the 
terms descriptive of diseases and pathological conditions used by the 
physicians serving its population. 


“B. That in view of the great importance of developing comparable mor- 
bidity data, for the scientific study of the conditions of life and health 
in the various countries, and with the hope of providing a basis for 
the control or prevention of prevalent diseases, each country be encour- 
aged to undertake the preparation and application of a systematic 
classification of the names of diseases and pathological conditions, 
according to some such list as the International List of Nosology and 
Causes of Death as will be determined in October for 1929 and the 
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following 10 years, or a list which may be specially prepared for the 
purpose of morbidity statistics and based upon the international list. 


“C. That the Health Organization of the League of Nations should request 
the various countries which make use of such a systematic classifica- 
tion of morbidity data to report their experience, in order that its 
efforts may be combined to develop interest in this important subject 
among the various countries and to study the results of the several 
experiences with the view of proposing ultimately an international list 
generally applicable and acceptable. 

“D. That the Health Organization should consider the practicability of 
undertaking scientific studies of disease prevalence, particularly in the 
matter of diseases of great public health importance. 


“E. That in such studies all relevant factors such as age, sex, economic 
status and mortality must be taken into consideration and the epi- 
demiological services of the League and the various countries should 
be enlisted in the prosecution of these studies.” 


Since its inauguration the National Conference has 
paved the way for a coéperative effort to prepare an 
authoritative nomenclature suited to the needs of physi- 
cians and hospitals throughout the country. The difficul- 
ties are technical and should yield now that the forces are 
marshalled to attack them. 


The National Conference has in view a classified list of 
diseases, in addition to an alphabetical list, and a system 
of numbering dependent upon this classification. The 
work done so far has consisted in the preparation of a 
scheme embodying the idea of classification and number- 
ing. Although this has not yet been completely worked 
out, it has been submitted in provisional form to the com- 
mittees of the coéperating national organizations, after 
approval in principle by the Executive Committee. 


GENERAL PRINCIPLES OF THE SYSTEM 


There is no need to detail the reasons why every civi- 
lized nation should have a uniform nomenclature of dis- 
eases, but some of the less obvious may be pointed out. 
Most nations have mortality statistics which in many cases 
are based on the International List of Causes of Death. 
Whether it is possible to prepare morbidity statistics on 
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a similar scale may be open to question, but the need for 
them is indisputable. There are many difficulties to be 
overcome, the first of which is the lack of uniformity in 
the naming and classification of morbid entities. It is this 
obstacle which the National Conference on Nomenclature 
of Diseases is attempting to surmount in this country, with 
the aid and coéperation of committees from national so- 
cieties of clinicians, specialists and statisticians. 


Every thinking physician will welcome a balance sheet 
showing the profit and loss each year in the business of 
fighting disease and diseases. There are infinitely more 
important possibilities in a statistical return on mor- 
bidity; like every other balance sheet it should be sus- 
ceptible of analysis to reveal the sources of the profit and 
the loss. It must in the arrangement of its columns show 
the distribution of the credit and debit balances. The 
more particularized it is, the more profitable analysis of 
it becomes. Just as the itemized balance sheet must be 
consulted by the efficiency experts, so the clinician must 
study the itemized statistics on morbidity if he is to de- 
duce from them the causes of the variations in morbidity 
from year to year and from zone to zone. The clinical 
value of statistics therefore varies directly with the spe- 
cificity of the diagnoses on which the statistics are based. 


Specific diagnosis consists of giving a name to a morbid 
process which is, in a general way, constant in its cause 
and manifestations. Given a constant cause and a con- 
stant sphere of action for that cause, the sequence of 
structural and functional changes which constitute the 
disease process will be more or less constant and generally 
predictable except in degree. The variations from the 
common process produce the unusual cases and the diffi- 
culties of diagnosis. There is a group of disturbances of 
structure and function which is definable as the usual pic- 
ture of the morbid process and which permits its isolation 
as a morbid species. The variations do not constitute a 
new disease, unless there is a fundamental difference in 
the mechanism of the morbid process; a cause of different 
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category provides an entirely different morbid species, 
even when the structural or functional end result is ap- 
parently identical, because difference in cause determines 
theoretical, if not always practical, difference in treat- 
ment, and in prognosis. 


Difference in site often determines difference in morbid 
species, even when the cause is the same. Chancre is not 
the same morbid entity as general paresis, either in clin- 
ical or legal medicine. The cause, moreover, is not the 
disease. Hence acute miliary tuberculosis is a different 
morbid entity from pulmonary tuberculosis or tuberculosis 
of the adrenal. Tuberculosis is not the morbid species; it 
signifies clinically only the presence of a cause, or, at the 
most, only an ill-defined morbid state arising from it. It 
is only when the field of action of the cause is stated or 
implied that sufficient data are afforded to define a morbid 
species. The same is true of syphilis. Whether these dis- 
tinctions are logical or not, they are the distinctions which 
medicine has made, not primarily for classification but 
because they depend on differences, actual or potential, in 
prognosis and treatment. These distinctions are made, 
in short, for the purpose of defining the entities about 
which physicians think and speak and communicate with 
each other. 


It was on this dual basis, topographical and etiological, 
that a plan was suggested to the National Conference for 
the preparation of a classified list of diseases. It is sum- 
marized here, not as a final pronouncement, although it 
has had the official approval of the Executive Committee 
of the National Conference, but as a suggestion for dis- 
cussion and criticism. If the national nomenclature fills 
its purpose, it will be the uniform guide in all hospitals 
and for all physicians. Even a tentative plan should be 
open to the widest criticism before a detailed nomencla- 
ture is prepared in conformity with it. The scheme has 
already been submitted to the codperating committees and 
is being discussed with them. It has excited generally 
favorable comments, one of which is quoted: “If your 
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arrangement proves as practically useful as it is admir- 
able in theory, it will no doubt serve as a model for future 
revisions in this country and elsewhere.” 


According to the principles laid down above, each dis- 
ease is considered as the result of a cause (or a mechanism 
when the cause is undeterminable) acting in some tissue, 
structure, or organ, or in the body generally. It is the 
common practice in naming diseases (diseases being inter- 
preted in the broad sense of disturbance of structure or 
function) to state both site and etiological category : tuber- 
culosis of the lung, fracture of the femur. In others they 
are implied or understood: typhoid fever, exophthalmic 
goiter, diabetes. In still others, and indeed in some of the 
examples just given, there is some difficulty in determining 
in what structure the disease is most manifest. Strictly 
speaking, the entire body is the site of all disease, but, for 
purposes of the classification submitted and in accordance 
with clinical practice, a specific site has been assigned 
whenever possible; when necessary, the disease has been 
referred to the body as a whole. Ewing’ discusses the 
topographical classification of tumors as follows: 

“The morphologist speaks of cancer of mamma, larynx, uterus, etc., as 
one and the same disease, while the clinician properly conceives of mam- 
mary cancer, laryngeal cancer, uterine cancer, etc., as quite distinct clinical 
entities. ‘There is much practical value in emphasizing the regional point 
of view, and as knowledge advances it may well prove that the strictly 
histological grouping of many tumors is based on structural resemblances 
which are less significant than are now supposed.” 


The division of the body into anatomical systems and 
the subdivision of these into regions, structures, and or- 
gans has provided a classification of the recognized ana- 
tomical sites of disease. In Table 1 only the primary 
divisions are shown; the secondary divisions occupy too 
much space to be presented in this communication. 





1 Ewing, James: Neoplastic Diseases, Philadelphia, W. B. Saunders Com- 
pany, (Third edition) 1928, p. 26. 
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Tasie 1 


ANATOMICAL SITES OF DISEASE 


0. Diseases of the body as a whole and those not affecting a particular 
system exclusively. 

1. Diseases of the skin and its appendages, and of the subcutaneous areolar 
tissue. 

. Diseases of the bones, joints, bursae, ligaments, muscles, tendons, and 
fascia. . 

. Diseases of the respiratory system. 

. Diseases of the cardio-vascular system and lympathic channels. 

. Diseases of the blood and blood-forming organs, and of the lymph- 

nodes. 

Diseases of the digestive system. 

Diseases of the urinary system. 

Diseases of the genital system. 

Diseases of the endocrine system. 

. Diseases of the nervous system and organs of special sense. 
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The etiological categories (Table 2) include more than 
the known causes. Indeed they might more accurately 
be called “Categories of causes and mechanisms.” Achard’ 
discusses this question as follows: 


“It is the idea of the morbid cause which must dominate our classifica- 
tions today. This cause is not always known. So there are in our nosology 
provisional morbid entities, enumerated according to group symptoms or 
according to the lesions of an organ or humoral alterations, and which 
usurp for the time being the rank of diseases. Actually they should be con- 
sidered syndromes, that is to say, as simple symptomatic manifestations, 
anatomical or humoral, of diseases sometimes very different. These are 
not, as one would be tempted to believe, vain theoretical considerations. This 
etiological classification is the productive basis of etiological therapeutics, 
alone capable of attaining the eradication of the disease by curative or 
preventive measures. The ideas of the syndrome, of anatomical localiza- 
tion, of humoral alteration, permit only palliative therapeutics which, 
though doubtless not without value, generally remain incomplete.” 


With much of this statement one must agree. The 
method which has been suggested to the National Con- 
ference, however, is based on a more practical view of the 





1 Achard, Ch.: La classification des maladies, Paris médical 17: pp. 945- 


250, 1927. 
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unknown causes. It is surely logical to group new growths 
together since they have so many common properties and 
represent a more or less constant pathological mechanism. 
The view has been taken that, when the cause is unknown, 
diseases should be grouped according to similarity of 
mechanism, both structural and functional. The struc- 
tural changes have been given the preference because they 
can be described in more general terms than the functional 
and thus serve as a basis of classifying diseases of all 
organs and tissues. There are no general terms in which 
jaundice, azotaemia, hyperacidity, hypertension and 
arrhythmia can be defined; but the varieties of chronic 
inflammation manifested in different organs or in the same 
organ can be classified in general terms. The functional 
manifestations are not ignored when they can be used to 
define a morbid entity more particularly ; and in one cate- 
gory (Category X) they constitute the basis for an entire 
group of diseases. The plan, then, is not to ignore such 
bases of classification as present knowledge can provide. 
The chronic non-infective inflammations, for example, are 
not grouped together as a mere matter of statistical con- 
venience but because it is a valuable and logical step in 
investigation to set apparently similar phenomena side by 
side in order to discover first their points of difference and 
ultimately their similar or divergent origins. 


TABLE 2 


ETIOLOGICAL CATEGORIES 


Congenital and hereditary diseases.* 

Diseases due to infection or infestation. 

Diseases due to intoxication. 

. Diseases due to trauma or physical agents. 

Diseases due to circulatory disturbances. 

Diseases due to nervous disturbances. 

Diseases due to or consisting of static mechanical abnormalities (ob- 
struction, stone, etc.) 


2 


A] 


oP & 





*In the sense of departure from the normal structure or function. 











678 BULLETIN of the NEW YORK ACADEMY of MEDICINE 


~ 


. Diseases due to disorders of metabolism or nutrition. 

New growths. ; 

. Diseases due to causes unknown or uncertain but characterized by reac- 
tion (degenerative, infiltrative, inflammatory, proliferative, sclerotic or 
reparative) to injury of unknown nature; diseases due to involutionary 
changes or abnormalities. 

x. Diseases due to causes unknown or uncertain but characterized by dis- 

turbance of function without known cause or evident structural change. 


2 @ 


Certain of the diseases to be classified under Categories 
4 and 5 scarcely need to be exemplified. Gangrene of the 
foot due to obstruction or severance of the femoral artery 
is a clinical entity, as is paralysis of the wrist extensors 
due to ancient wound of the musculo-spiral nerve. The 
classification of certain diseases of organs on these bases 
is possible now and may be carried out more extensively as 
knowledge of causation advances. 


With Achard’s contentions in regard to syndromes one 
feels in entire harmony. Aneurysm is not a morbid entity 
because it has a variety of causes each of which constitutes 
the basis for a morbid entity. Nor is cyst a morbid entity. 
Cysts arising from different causes cannot, on this account, 
even fall into the same group. Cyst formation, being the 
accidental accompaniment of many processes, is not con- 
sidered a morbid entity at-all. Hyperacidity as a diag- 
nosis has met with the fate it deserved, but other func- 
tional diagnoses still persist. Azotaemia, glycosuria, 
hyperglycaemia, cardiac arrhythmia, asthma, and other 
terms still scramble for the places vacated by coma, dropsy 
and jaundice. The only form of functional diagnosis al- 
lowed in the suggested nomenclature is that used to de- 
scribe a disturbance of function without known cause and 
accompanied by no structural change. In this case the 
concession is made because there are no other terms than 
functional in which the morbid state may be described. 
As soon as the cause is determined or any structural 
change is manifested it will be classified with others 
similar. 


In order to enable the statistician to use this classifica- 
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tion, a decimal code-system has been suggested. The ana- 
tomical systems number eleven, X being used as a digit 
in addition to those from 0 to 9. Each system (primary 
anatomical division) would be divided into eleven (or 
fewer) organ groups, such as Mouth and Stomach under 
System 6 (Digestive System). Each organ group in this 
secondary division would be divided into eleven or fewer 
ultimate “anatomical sites of disease.” The code-number 
of each site would be composed of the numbers of the pri- 
mary, secondary and tertiary divisions. ‘Thus all diseases 
of the digestive system would begin with 6; diseases of 
the mouth would begin with 61 and of the stomach with 
64; diseases of the tongue would begin with 612 and of 
the pylorus with 645. 


The code-numbers indicating the etiological factor would 
depend on similar primary, secondary and tertiary divi- 
sions. This part of the code-number of the disease would 
follow that for the anatomical site. Thus the first “etio- 
logical” digit would be 1 when the disease was due to infec- 
tion. In the present classification of the infections, divi- 
sion 4 is Protozoa, and number 7 under that heading is 
Treponema pallidum. Hence any disease due to syphilis 
would have as its “etiological” code-number 147 (inter- 
preted as: infection—protozoa—Treponema pallidum). 
Syphilis of the tongue would therefore have the code- 
number 612-147. This would provide not only a code- 
number made up of significant digits but a system of cross 
reference, since the disease would be classifiable (by digit) 
not only with all diseases of the tongue but with all 
syphilis. Grouping of statistics could be carried even be- 
yond any legitimate need, since the same significance 
would attach to 6 in all code-numbers, as it would to 61 
and to 612. Similarly 1 (in the fourth position) would 
always indicate infection, 14 protozoan infection. Thus 
statistics could be assembled, by mere association of code- 
numbers, concerning diseases of the digestive system, 
diseases of the mouth, diseases of the tongue; concerning 
syphilis in general; concerning protozoan infection in 
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general; concerning infection in general; and concerning 
any one of these in relation to any one of the three anatom- 
ical sites. 


This should be of enormous advantage when punch-cards 
are used and the incidence of disease groups as well as of 
diseases is to be determined statistically. It should be 
possible to compile statistics by machine even more exten- 
sively than is the case now. 


MORBIDITY STATISTICS 


The value of morbidity statistics does not vary exactly 
with their accuracy and completeness. They must main- 
tain a certain level of accuracy to be of any clinical value 
whatsoever. Outside of the light which accurate statis- 
tical studies throw on the general problem of impaired 
health, in its medical, social and economic aspects, they 
open another door to the investigation of causation. Dif- 
ferences in the incidence of diseases in different countries, 
under different climatic, social, economic, industrial and 
other conditions, have been investigated on a smaller or 
larger scale. In the main such statistics cover studies by 
various clinicians on small groups of cases. When statis- 
tics can be enormously enlarged and made generally as 
complete as they now are for many common and clearly 
defined disease entities, their importance and usefulness 
will grow as diagnostic accuracy improves and as the phy- 
sician comes to see the official return as a report on his 
clinical experience instead of a tiresome task. 


The reports on treatment, especially surgical treatment, 
which take so much space in medical literature, have some- 
times a bad as well as a good effect. Such a report usually 
comes from the hands of an expert working in a hospital 
fully equipped generally and often peculiarly adapted, in 
the training of personnel particularly, for the successful 
prosecution of the treatment defended. The report stim- 
ulates not only those who are in a position to emulate the 
expert’s example but those who are not equipped either in 
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native gifts, general experience, or hospital facilities to 
undertake such treatment at all. The example of the 
highly skilled surgeon or physician is a light in the path 
of medical progress, but it sometimes dazzles the eyes of 
the near-sighted. A mellower light more suited to average 
eye-sight would shine from complete statistics. The fear 
is not ungrounded that the general mortality from opera- 
tions on the brain, thyroid, kidney and even the despised 
appendix is much higher, even appallingly higher, than 
that which is set before the surgical world in all good 
faith and as a matter of professional duty by the highly 
skilled surgeon. 


To be of any such use to physicians and surgeons gen- 
erally, statistics must be accurate enough to command the 
respect of clinicians. Indeed physicians will see to it that 
statistics are reliable, once the machinery is put into oper- 
ation for their compilation on a national scale. Medicine 
will become coéperative instead of competitive; the best 
will consort with the worst, to their common benefit; iso- 
lation will be impossible because there will be one national 
meeting which all must attend, when the whole national 
experience in morbidity is set down in print for us all to 
judge. 


The attempt to produce a national nomenclature has 
none of these professed objects except the plain one of 
setting up a national standard. Viewed broadly, it be- 
comes a project in medical education which may have far- 
reaching effects in unifying medical thought and in con- 
solidating the resources and intensifying the efforts of 
medicine in the future. 
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BLOOD TRANSFUSION BETTERMENT 
ASSOCIATION 


PURPOSE 


The chief purpose of the Blood Transfusion Betterment 
Association is to supply the hospitals and physicians of 
New York City and, as far as practicable, the surround- 
ing districts of New York State and New Jersey, with 
properly tested blood donors at any time of day or night 
with a minimum of delay. The Association also supplies 
sera for blood grouping and performs blood groupings on 
request. In addition the Association proposes to foster 
improvements in the methods of blood transfusion and 
studies concerning the blood groups, and to stimulate post- 
graduate training in all phases of blood transfusion, in- 
cluding grouping, matching, and transfusion technique 
It is likewise within the aims of this Association to raise 
funds to be applied for the payment of transfusions per- 
formed for the benefit of impecunious patients. 


ORGANIZATION 


The Blood Transfusion Betterment Association is a 
non-profit making New York State Corporation and came 
into existence by the efforts of the Committee on Public 
Health of The N. Y. Academy of Medicine. It was incor- 
porated in 1929 under the Membership Corporations Law, 
and is governed by a Board of Trustees elected annually 
by the representatives of hospitals which hold active mem- 
bership in the Association. All the medical policies of 
the Association are formulated and supervised by a Board 
of Medical Control. 


FINANCIAL SUPPORT 


As the Association has no endowment funds, its operat- 
ing revenues are derived from three sources: voluntary 
donations, membership dues, and fees from the donors sup- 
plied by the Association. 
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OPERATION OF THE BLOOD DONOR SERVICE 


The Association maintains a blood donor service which 
is located at 10 East 103rd St., New York City (telephone, 
Atwater 6733). The plan of operation is as follows: 


1. The donors selected must pass a rigid medical and 
laboratory (Wassermann and hemoglobin) examination ; 
they must weigh at least 150 pounds and possess suitable 
veins at the elbow; they must be intelligent and of good 
character (by appearance); they must be accessible by 
telephone day and night. 


2. The blood group of each donor is determined by an 
independent examination by two qualified workers, each 
using a different method (one testing the cells with known 
group sera and the other testing the serum with known 
group A and group B cells). 


3. The donor is re-examined previous to each succeeding 
transfusion, especially to exclude an intervening (vene- 
real) infection and to make sure that the hemoglobin con- 
tent of his blood is not below 85 per cent of normal. 


4. The donors are expected to be prompt, courteous, and 
presentable in appearance, and the Association wishes to 
be informed immediately of any infraction of these rules 
by a donor, or of any other criticism of the service. 


5. In order to give the best service, the Association must 
have the following data when a call is made for a donor: 


(a) Name of patient; address or ward or room number. 
(b) Name of person making the call; name of physician 
responsible for the transfusion. 
(c) Group of the patient. (In view of the conflict in 
. the two numberings, the Association prefers the 
international designations of the groups by letter 
(see enclosed table). If, however, the numbers are 
used, it is advisable either to add the letters or to 
indicate, in case group I or IV is desired, whether 
the “universal donor” or the “universal recipient” 
is meant). 
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(d) Probable quantity of blood which is to be taken. 
(e) Time at which donor is wanted. 


6. The Association expects that hospitals and individual 
physicians will utilize its blood donor service regularly 
for all blood transfusions and not merely for rare groups. 


7. The Association has adopted the standard rate of 
charges for transfused blood which is general throughout 
the city and vicinity ; namely, $10 per hundred cubic centi- 
meters, the minimum charge being $25. Hospitals and 
physicians are requested to pay the donors in accordance 
with this schedule, retaining 10% which goes toward the 
maintenance of the service. At the end of the month, the 
Association renders a bill for the retained fees. 


In unusual emergencies, the service has occasionally 
been asked to have the donor use a taxicab, and this ex- 
pense has been met by the patient or by the hospital. If 
a donor who belongs to the group called for is sent and not 
used for any reason for which he is not responsible, he is 
to be paid the sum of $2.50. When there is an apparent 
incompatibility, the particular sample of patient’s blood 
may be sent to the office which, for an additional fee of 
$5.00, will undertake to find a suitable donor. 


The office of the Association is prepared at any hour of 
day or night to group a specimen of patient’s blood and 
carry out a direct matching of such a specimen with the 
blood of the donor that is called, for a fee of $5.00. 


The Association is in a position to supply the hospitals 
and physicians using the service with high titered group- 
ing sera which will agglutinate the corresponding cor- 
puscles on the slide within one minute. These sterile sera 
are diluted 1:2 and distributed in rubber stoppered test 
tubes in quantities of 2 c.c. and 1 c.c. at $2 and $1, respec- 
tively for each tube for member hospitals. Non-member 
hospitals and physicians may obtain these sera at a price 
of $5.00 for each cubic centimeter. One cubic centimeter 
of this diluted serum is ordinarily sufficient for about 
fifteen groupings. 
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TECHNICAL REMARKS 


Minor Reactions. In the opinion of several authors, the 
slight agglutinations occurring occasionally with cells and 
serum of two individuals of the same group can indicate 
some incompatibility of the two bloods, especially in cases 
of chronic disease. However, these minor reactions have 
been seen to be without significance in a number of cases 
observed. Further study of these reactions is needed be- 
cause they frequently interfere with the performance of 
transfusions. The Association desires material for such 
study. In general the phenomenon of rouleaux formation 
(pseudo-agglutination) is probably without significance 
in the selection of donors. This reaction is, as a rule, seen 
only when undiluted serum is used. 


Use of Universal Donors. The Board of Medical Con- 
trol of the Association shares the general preference that 
donors shall be of the same group as the patient and, when- 
ever possible, supplies such donors on request. Occasion- 
ally there is, within a short period, an unusual demand 
for donors of the two rare groups, such that the list of 
eligible donors of these groups is nearly or quite exhausted. 
On such occasions, the Association may offer (without 
urging this) in substitution, donors (selected on account 
of the low titer of their agglutinins) of Group O (Uni- 
versal donors) for group B (III) patients, and group 
A (II) for group AB (Universal recipient) patients. 
These substitutions have been made in many cases with- 
out untoward reactions. 


The amount of blood that can be safely transfused in 
such cases depends on the degree of anemia of the recipient 
as judged by the red cell count. It is essential that this 
figure be given to the office as well as the approximate 
weight of the patient. The office can then judge the 
amount of blood that can be safely transfused. It is un- 
derstood that when a universal donor is requested for a 
recipient of any other group, or, in case of emergency, 
for a patient that has not been grouped, this circumstance 
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will be clearly communicated to the office. It is not ad- 
visable to use donors of group O for any other group or a 
donor of groups A or B for patients of group AB without 
determining the agglutinin content of the donor’s serum. 
It is inadvisable, likewise, to use a universal donor more 
than once at short intervals for the same patient of an- 
other group, and the office is not in a position to assume 
responsibility in such a case. 


Nomenclature. Because of misunderstandings which 
occasionally occur, this issue contains a table showing the 
relation of the three group designations that are in use; 
the international (Landsteiner) designation by letters, 
and the two numberings of Jansky and Moss. 














Universal Universal 
Donor Recipient 
International O A B AB 
Jansky I m | mi | Iv 
Moss IV II Ifl I 
Approximate Per- 45 42 10 3 
centage Occurrence 























The Association wishes to make it clearly understood 
that it can be responsible only for the correct grouping, 
the physical state of the donor, and the proper condition 
of his blood. 


TRUSTEES 


The Board of Trustees of the Association are: Dr. 
Thomas Howell, President; Mr. George F. Sauer, Vice- 
President; Dr. E. H. L. Corwin, Secretary-Treasurer ; and 
Mr. John F. Bush, Dr. John E. Daugherty, Commissioner 
J. G. Wm. Greeff, Dr. John A. Hartwell, Dr. T. Dwight 
Sloan and Dr. DeWitt Stetten. 
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MEDICAL BoarRD 


The Board of Medical Control consists of Dr. DeWitt 
Stetten, Chairman; Dr. Charles F. Bolduan, Secretary; 
and Drs. David C. Bull, Arthur F. Coca, Edward R. 
Cunnitfe, Edwin H. Fiske, Kar] Landsteiner, Max Lederer, 
Ward J. MacNeal, Reuben Ottenberg, and Douglas Sym- 
mers. 











THE GRADUATE FORTNIGHT 


The Third Annual Graduate Fortnight of the Academy 
will be held October 20 to 31 on the subject “Medical and 
Surgical Aspects of Acute Bacterial Infections.” 


The program as arranged is in two parts—codrdinated 
afternoon clinics to be held in eleven important hospitals 


of the city, and evening meetings to be held at the 
Academy. 


A large exhibit of anatomical, bacteriological and path- 
ological specimens and research material bearing upon the 
various aspects of the subjects discussed at the evening 
meetings, will be held at the Academy during the Fort- 
night. Many of the exhibits will be demonstrated. 


The profession generally is invited to attend. 


No fees will be charged for attendance at any of the 
clinics or meetings on the program. 


A complete program and registration blank for clinics 
and demonstrations will be mailed on request. 


EVENING SESSIONS 
AT THE ACADEMY OF MEDICINE 
FIRST WEEK 
*MONDAY EVENING, OCTOBER 20, 8:30 
Opening Session 
Address of Welcome. 


Dr. John A. Hartwell, President, The New York Academy of 
Medicine. 


Focal Infection as the Cause of General Disease. 
Dr. Frank Billings, Professor Emeritus of Medicine, Univer- 
sity of Chicago. 





1 Program arranged by courtesy of the Section of Ophthalmology. 
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The fundamental principles which underlie the relationship of focal 
infection to general disease. The benefits of a correct diagnosis. and 
treatment and the harmfulness of an incorrect diagnosis and man- 
agement. 


The Continued Education of the Practitioner. 
Dr. Charles F. Martin, Dean of the Faculty of Medicine, Mc- 


Gill University, Montreal. 
A discussion of graduate instruction and some of its methods. 


*TUESDAY EVENING, OCTOBER 21, 8 :30 
Acute Hematogenous Osteomyelitis. 
Dr. Fenwick Beekman, Attending Surgeon, Bellevue Hospital. 
Its pathology, with special reference to the involvement of the joints, 
its diagnosis and the present day concepts of treatment. 


Acute Infections of the Urogenital Tract. 
Dr. Joseph F. McCarthy, Director, Department of Urology, 
Postgraduate Medical School and Hospital. 
Renal and peri-renal bacterial lesions; vesical, urethral, and reno- 


pelvic bacterial manifestations, as well as urethral and adnexal infec- 
tious processes. 


“WEDNESDAY EVENING, OCTOBER 22, 8:30 
Infections Arising from Tounsils and Sinuses. 
Dr. John Edmund Mackenty, Senior Surgeon, Manhattan Eye, 
Ear and Throat Hospital. 
The general or constitutional symptoms secondary to different types 
of sinusitis and tonsillitis. Sinus headache. Sphenopalatine ganglion 
syndrome secondary to neighborhood infections. Blindness from sinus 


infections. Thyroid reaction fo upper respiratory infections. Thor- 
acic reaction to the same. 


Infections of the Middle Eur (Acute Systemic Infec- 
tions from the Ear). 


Dr. Isidore Friesner, Otologist to the Mount Sinai Hospital. 
The interest generally in systemic infections; the particularly inter- 
esting problems of systemic infections of otitic origin; bacteriology, 
pathological changes; common and unusual symptoms; treatment and 
results. 





2 Program arranged by courtesy of the Section of Medicine. 
3’ Program arranged by courtesy of the Section of Laryngology and 
Rhinology. 
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Acute Infections of the Face and Oral Cavity. 


Dr. Henry Sage Dunning, Professor of Oral Surgery, Colum- 
bia University Dental School. "2 

Occurrence of; types; etiology; diagnosis. Symptoms: local; gen- 
eral. Influence on systemic diseases. Treatment. 


THURSDAY EVENING, OCTOBER 23, 8:30 


Operative Risks from Infection. 


Dr. Frederic W. Bancroft, Surgical Director, Fifth Avenue 
Hospital. 

An analysis of the most common postoperative infections, i. e., wound 
infections, peritonitis, pneumonitis, septicemia, thrombosis and em- 
bolism—their prevention and treatment. 


Appendicitis. 


Dr. Eugene H. Pool, Attending Surgeon, New York Hospital. 


A clinical discussion. Classification: Dangers of appendiceal infec- 
tion; diagnosis and differential diagnosis. ‘Treatment. 


Bacteriemia. 


Dr. Walton Martin, Attending Surgeon, St. Luke’s Hospital. 
Its significance. Animal experiments which illustrate fate of bac- 
teria in circulating blood; practical deductions. 


FrRipAY EVENING, OCTOBER 24, 8 :30 


Complications Incident to Delayed Diagnosis in Suppu- 


ration of the Lung and Pleura. 


Col. William L. Keller, Surgical Director, Walter Reed Gen- 
eral Hospital, Washington, D. C. 

This discussion will include a brief review of acute suppurative pleu- 
ritis with complications which include chronic non-tuberculous sup- 
purative pleuritis; tuberculous pleuritis with complications including 
mixed infection incident to pneumothorax and aspiration; acute lung 
abscess with complications including chronic lung abscess and sup- 
purative pneumonitis. The discussion will also include a brief review 
of the tragedies indicative of lost opportunities incident to delayed 
diagnosis, with lantern slide demonstrations. 


Acute Infections of the Gall Bladder and Biliary Tract. 


Allen O. Whipple, Director of Surgery, Presbyterian Hospital. 
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SECOND WEEK 


MONDAY EVENING, OCTOBER 27, 8:30 
Program arranged under the auspices of 


The Medical Society of the County of New York. 


Introductory Remarks on the General Subject of Puer- 
peral Mortality and Its Reduction. 
Dr. George W. Kosmak, President, Medical Society of the 
County of New York. 


Clinical and Pathological Notes on Puerperal Infection. 
Dr. J. Whitridge Williams, Obstetrician-in-Chief, The Johns 
Hopkins Hospital, Baltimore. 

A clinical consideration of the deaths which occurred from puerperal 
infection in the Obstetrical Department of the Johns Hopkins Hos- 
pital during the past ten years. Lantern slide demonstration of the 
lesions observed. 

This study indicates that the milder infections need little or no treat- 
ment, while the lesions noted in the severe cases indicate that what- 
ever is done is usually futile, except in a relatively small number of 
cases which are susceptible to purely surgical treatment. 


Puerperal Infections and Their Present Therapy. 
Dr. John Osborn Polak, Professor of Obstetrics and Gyne- 
cology, Long Island College of Medicine, Brooklyn. 


The routes of infection following birth injuries. Nature’s defenses 
and attempts to arrest septic invasion with a consideration of the 
physiologic, pathologic and chemical processes which aid in this 
arrest. Prophylactic, medical and operative treatment of particular 
puerperal lesions. 


*TUESDAY EVENING, OCTOBER 28, 8:30 
Bacteriophage as a Treatment in Acute Medical and 
Surgical Infections. 
Dr. F. d’Herelle, Professor of Bacteriology, Yale University 
School of Medicine, New Haven. 


4.Program arranged by courtesy of the Section of Obstetrics and Gyne- 
cology. 
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Observation of the patients suffering from bacterial diseases shows 
that the recovery is the result of bacteriophagy in vivo, which is a 
very complex phenomenon. It is possible to provoke the phenomenon 
experimentally, and the latter method constitutes a cross experi- 
ment and also provides a general mode of treatment in medical and 
surgical bacterial infections. 


Infections of the Skin and Subcutaneous Tisswe—In- 


cluding Infections of the Fingers and Hand. 

Dr. Frank L. Meleney, Assistant Professor of Surgery, Co- 
lumbia University. 

Anatomical considerations. Bacteriological considerations. Vaccines 
and sera. Prophylactic measures, cleansing versus antiseptics. When 
to operate. Indications for emergency or immediate operations. 
When not to operate. The application of heat or cold. Postoperative 
treatment. 


Acute Pulmonary Infections. 


Dr. Rufus Cole, Director, Hospital, Rockefeller Institute. 

It is important to attempt to classify acute pulmonary infections 
not only on an anatomical basis but on a clinical and etiologic basis 
as well. The old purely anatomical classification is of secondary 
significance for the clinician. Considerable progress has been made 
in differentiating the various kinds of pneumonia clinically and etio- 
logically. The treatment of different kinds of pneumonia is discussed. 


WEDNESDAY EVENING, OCTOBER 29, 8 :30 


Carpenter Lecture: Immunity—General and Local. 


Dr. Hans Zinsser, Professor of Bacteriology and Immunology, 
Harvard University Medical School, Boston. 

The physiological significance of the mechanism of immunity—natural 
and acquired immunity discussed—general and local factors which 
participate—relationship between the significant chemical constituents 
of the invading microorganism and cells in antibody formation— 
relationship between hypersusceptibility and immunity—types of 
immunity as represented by resistance against the various acute 
infections—some of the more chronic infections, like syphilis—filter- 
able viruses and protozoa. 


Serum Therapy. 
Dr. William H. Park, Director of Laboratories, Department 
of Health. 


Brief review of the nature of antitoxic and antibacterial serums. 
The therapeutic use of these serums in different diseases with the con- 
sideration of the methods of administration. 

















THE GRADUATE FORTNIGHT 


THURSDAY EVENING, OCTOBER 30, 8 :30 
Facts and Fancies Concerning Vaccines and Non-Spe- 
cific Therapy. 
Dr. Ernest E. Irons, Clinical Professor of Medicine, Rush 
Medical College, University of Chicago. 


Rheumatic Fever. 
Dr. Homer F. Swift, Member of the Rockefeller Institute for 
Medical Research. 
The disease is considered from the standpoint of a chronic condition 
in which there are active episodes of varying intensity which are 
recognized as acute or subacute rheumatic fever. A form. of the 
disease is also recognized as being almost continuously active. Fac- 
tors which seem to be conducive to these various forms are discussed. 


FRIDAY EVENING, OCTOBER 31, 8 :30 
Acute and Subacute Bacterial Endocarditis. 


Dr. Emanuel Libman, Professor of Clinical Medicine, Colum- 
bia University. 


Meningococcus Infections Including Meningitis. 
Dr. W. W. Herrick, Visiting Physician, Presbyterian and 
Sloane Hospitals. 


Consideration of the meningococcus and of the several clinical types 
of infection with this organism, with special emphasis upon diagnosis 
and treatment. 












COMMITTEE ON MEDICAL EDUCATION 


The Committee has recently published a revised “Syn- 
opsis of Approved Opportunities for Postgraduate Medical 
Study in the Clinical Specialties.” The synopsis is in the 
form of a booklet 48 pages and lists courses and resi- 
dencies which have been approved by the committee, in 
twelve clinical specialties as follows: 

Dermatology and Syphilology 

Internal Medicine 

Neurology and Psychiatry 

Obstetrics and Gynecology 

Ophthalmology 

Otolaryngology 

Pediatrics 

Roentgenology 

Surgery 

Orthopedic, Traumatic, Rehabilitation Surgery, 
Physical Therapy 

Urology 


The committee has also published a revision of the book- 
let entitled “Opportunities for Postgraduate Medical 
Study Offered in New York City.” In the new booklet 
there has been included considerable information that was 
not contained in previous editions, as its table of contents 
indicates. The booklet includes a map showing the loca- 
tion of important hospitals, a statement of the facilities 
which the Academy offers to visiting medical men, ap- 
proved postgraduate courses, approved residencies in the 
clinical specialties, fellowships, non-operative clinics and 
conferences, clinical and pathological conferences and 
ward rounds. The body of the booklet is taken up with a 
statement of the special opportunities to observe clinical 
practice in the teaching hospitals of the city and includes 
the names of attending medical men and their days and 
hours of attendance. The booklet has been much used as a 
guide for visiting medical men, especially those whose stay 
in the city is limited. Over 1,500 copies have been dis- 
tributed during the past year. 
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LIBRARY NOTES 


WINTHROP BOOKS IN THE ACADBMY LIBRARY 


The provenance of old, valued possessions will always 
stimulate our imaginations. A rusty sword that George 
Washington carried, a worn, battered desk on which Ben- 
jamin Franklin wrote, a pewter porringer, dented and 
scarred, from which was fed the youthful Daniel Webster, 
provide a thrill for the coldest of us. Collectors of books 
are ever alert for volumes rich in historical association, 
such as those elaborately bound for Louis XIV, Henry II 
and Diane, or the unfortunate King Charles I. In this 
country we cannot boast of books which rested in the 
hands of our own royalty, and few of our struggling fore- 
fathers had the leisure and wealth necessary to indulge 
in the luxury of book collecting. It is remarkable indeed 
to find that John Winthrop, the younger, had in his pos- 
session even before his father’s death in 1649 a library of 
more than one thousand books. 


The second Governor Winthrop inherited from his 
father a natural inclination toward medicine. The lack 
of physicians in the colonies combined with the multi- 
plicity of illnesses, due to the rigorous New England cli- 
mate made it desirable for the layman to have some prac- 
tical knowledge of the treatment of his own afflictions. 
Gov. Winthrop’s skill in this field was not devoted exclu- 
sively to his own needs or his family’s. His powers were 
so well known that patients from other towns traveled un- 
comfortable and dangerous miles of wild, unsettled coun- 
try for his advice. One has only to glance at Dr. Walter 
R. Steiner’s article in the Bulletin of Johns Hopkins Hos- 
pital, 1903, vol. XIV, pp. 294-302, to realize how his serv- 
ices were sought by the sick and suffering throughout New 
England. It is no surprise then to learn that books which 
treat of medicine found space on his shelves. Time has 
of course done away with many of the volumes which com- 
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posed this library, and the books which still exist have 
been scattered and lost sight of. The New York Academy 
of Medicine has been fortunate enough to discover in the 
library eight books which at one time were in the Win- 
throp collection. The titles of these volumes are: Timothy 
Bright, Hygieina, id est de sanitate tuenda medicinae, 
London, [1582], bound with the same author’s Medicinue 
therapeuticae, London, 1583; Abraham Porta Leone, De 
auro, dialogi tres, Venice, 1584; KATOILOOXSOOIA , id 
est, consummata sapientia seu philosophia sacra, praxis de 
lapide minerali, Magdeburg, 1602; Henricus Nollius, Na- 
turae sanctuarium: quod est, physica hermetica, Frank- 
fort, 1619; Marcus Antonius Zimara, Antruwm magico- 
medicum, Frankfort, 1625; Dominico Panaroli, /atrolog- 
ismorum, seu, medicinalium observationum, Hanover, 
1654; Theatrum sympatheticum, in quo sympathiae 
actiones variae, singulares admirandae tam _ macro- 
quam microcosmicae exhibentur, Amsterdam, 1661; 
Joannes Baptista van Helmont, Oriatrike or physick re- 
fined, London, 1662. Each of these contains some signa- 
ture of the Winthrop family, “John Winthrop,” “Joannes 
Winthrop,” “Wait Winthrop,” or simply “Winthrop.” In 
all but one instance a peculiar device, closely resembling 
the symbol for the planet Mercury, appears with the 
signature. 


The Nollius volume presents a more personal appeal 
than any of the others. On the verso of the fly leaf in the 
legible hand of John Winthrop, the younger, with his 
characteristic signature, is inscribed: “quod hic scriptus 
est in sequenti pagina videtur proprio Nollij manu scrip- 
tum: eam cartam exerpsi ex libro quodam Hagae qui ibi 
venalis erat, qui ut videtur fuit quondam in possessione 
ipsius Nollij. Joh: Winthrop.” i. e. “That which is written 
on the following page seems to have been written in the 
hand of Nollius: I extracted this leaf from a certain book 
which was for sale at the Hague, which seems to have 
been in the possession of Nollius himself.” The page to 
which he refers is carefully pasted in. A nearly unde- 
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cipherable scrawl reads: “Sum Heinrici Nollij qui me sibi 
comparavit Anno salutis 1607. 18. jan.” i.e.“I am the prop- 
erty of Henricus Nollius who bought me for himself in the 
year of grace 1607, 18 January.” It is amusing to think 
of the honorable statesman carefully, and perhaps sur- 
reptitiously while the bookseller’s back was turned, re- 
moving a leaf or two from a perfectly respectable volume. 
On the recto of the fly leaf is carefully written: “Hic 
liber est aeternae philosophiae sapientiaeque fons aeter- 
nus. Liber Fones et Amicorum suorum.” This inscrip- 
tion in the manner of Grolier was no doubt entered by 
Winthrop’s uncle and father-in-law, Thomas Fones (or 
Ffownes, not Jones as he is referred to in at least two 
articles on Winthrop), an apothecary in London at the 
Sign of the Three Fawns in the old Bayley. His daughter, 
Martha, married Winthrop in 1631, two years after her 
father’s death. 


John Winthrop died in 1676. His books, at least a part 
of them, passed into the hands of his son, Wait Still, who 
though a jurist by profession devoted himself in his spare 
moments to the study of medicine. It is probable that the 
books went through several generations from father to 
son, from Wait Still to John, from John to John Still, and 
from the latter to Francis Bayard Winthrop. In the 1813 
catalogue of the New York Hospital Library there is a 
list of books which “were presented by Francis B. Win- 
throp, Esq. and were part of the Library of John Win- 
throp, Esq. first Governor of Massachusetts.” It is ob- 
vious that the reference to the first John Winthrop is 
erroneous. There are over two hundred titles mentioned, 
including a variety of subjects, such as “A Treatise for 
Declining Verbes, second chiefest Work of the French 
Tongue,” “Spiritual Logick, Some Brief Hints and Helps 
to Faith,” “Animadversions of Warre; or a Militarie 
Magazine of the Truest Rules and Ablest Instructions 
for the Managing of Warre,” and “Art of Breeding 
Horses, and Art of Riding.” Eight of these were pub- 
lished after Winthrop’s death, but the others might well 
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have been a part of his collection. Curiously enough the 
eight books identified here as Winthrop copies are not 
included in this list, but appear among the “Addenda,” in 
the 1811 catalogue of the same library, possibly an earlier 
gift of Francis Winthrop’s. The latter had left the home 
which his ancestors had industriously worked to estab- 
lish and had settled in New York City. Eighty-five years 
after his generous donation, The New York Hospital 
Library of 23,000 volumes was presented to the New York 
Academy of Medicine. It is more than likely that we have 
many other Winthrop items among these books. A glance 
at the New York Hospital copies of the titles in Francis 
Winthrop’s list has not produced any which could be 
identified as such. Perhaps a more thorough search will 
bring others to light, and once again can be placed side 
by side the volumes of one of our earliest and best known 
libraries. 
FERTRUDE L. ANNAN. 





AMONG OUR MANUSCRIPTS 
Old Remedies for Old Grieves 


A medical treatise of the twentieth century often pre- 
sents a vocabulary so replete with technical, scientific 
terms that it seems alarmingly unintelligible to the lay- 
man, yet a few centuries ago when it was no novelty to find 
“Every Man his own Physician,” the compilations of med- 
ical remedies and cures prove simple enough reading for 
the least learned of us. Not very long ago there was pur- 
chased for the Library an English manuscript of the seven- 
teenth century which contains 296 receipts for the relief 
of a variety of “grieves.” The first leaf is unfortunately 
missing and there are no clues in any other part of the 
book which might lead to the discovery of the one who 
culled these from many sources and transcribed them for 
our interest and amusement. 
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Many are attributed to contemporary doctors, some to 
friends and relatives, but the largest part have evidently 
come from unknown origins. Of this last group the writer 
occasionally signifies his faith in them by “probatum est,” 
or calls the remedy an “Excellent Balme,” an “Infallible 
Cure,” or an “Approved Receipt that seldom or never 
fails.” Among these are titles which bring to mind speci- 
mens of modern advertising, such as, “Dr. Dike’s Diet 
Drinks,” “This will cure a bruise be it ever so black,” “A 
receipt for the eies which cost my Lord Gorge [sic] for 
obtaininge it one hundred pounds,” and “Golden Treat 
that healeth all Bruises.” He tells how to make “Aunt 
Boult’s Salve,” “My cousin Martin’s Black Salve” and “My 
father Mallack’s receipt against the Stone.” Cousin 
Martha’s salve consists of “sallet oyle,” lead, rosin and 
wax, which when “boyled,” by “trying some dropps of it 
upon a Saucer you will see then it will roule.” Father 
Mallack’s receipt is very simple, “take a sheet of writing 
paper & prick it full of holes with a pin then take a dish 
and strew some grosse pepper on it, then take one handful 
hay maidens & a handfull of wormwood and a handfull of 
green broom, put all these into a dish with hott embers 
and apply to the navill. You must apply the paper first. 
Probat: est.” 


Dr. Thomas Sydenham, so important in the history of 
medicine, is here represented by his “Purgeing Potion,” 
which consists of “Thamarind one half an ounce; Leaves 
of Sena one Dram and Halfe; Rhubarb cut four Scruples. 
Let these boile in a sufficient quantity of water and straine 
theme three ounces. Dissolve into it one ounce of manna 
and three Dramms of Loosening Syropp; of Roses: mingle 
these & take them fastinge. rest one day & take one dose 
more.” 


Dr. Daubeney Turberville, who acquired considerable 
fame in that century as a specialist of diseases of the eye, 
is held responsible for the following “Receipt to.comfort 
the eyes.” “Take 3 spoonfulls of virgin honey well clari- 
fied; two of Red fennell water, Two of white rose water, 
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mixe these together & keepe it in A glasse; and drop it with 
A feather often into the eye.” 


There are three receipts attributed to Dr. Robert Vilvain, 
philanthropist of the seventeenth century, who practiced 
in Exeter. The most interesting of these is his “Rare Re- 
ceipt to cure the Spleen. Take of your Smooth Holly: and 
take of the Leaves a good quantity. & dry them in an oven 
after a batch of bread is drawn. Then pound and sift them 
to a powder: Take this powder for a moneth together in a 
Spoonful of beer or sack, as much as will Lye on a shillinge 
at a time.” 


Sir John Hinton, physician to the family of Charles II, 
was perhaps better known for his exploits as a royalist 
than for his achievements as a practitioner in midwifery. 
In this collection are receipts for an “Emulsion,” “Loz- 
enges,” a “Julip,” and a “Plaister,” which Dr. Hinton is 
thought to have administered to a patient at childbirth. 
For the “Julip,” “Take Plantine water, strawberry water 
of each three ounces; the small sort of Cynamon water, of 
water Hyster; each halfe an ounce; syrop of Corall one 
ounce. mingle them and make a Julip; take two or three 
spoonfulls after the birth if in case of immoderate Alvinum 
& sanguinis.” 


Sympathy Powder has always been associated with Sir 
Kenelm Digby who claimed that he learned how to make it 
from a Carmelite, who had spent much of his time in the 
East. Digby came across him in Florence in 1622 and the 
good father divulged the secret to him. Although we have 
“Sir Kenelm Digby’s receipt for a fistula,” the following 
method of making Sympathy Powder is not ascribed to 
him. “Take of blew vitrioll stone two ounces, add a quart 
of water and stir them with a knife, & if it be right, it will 
make the knife black. Take a Linnen cloth dipt in the 
blood of the wound & wash it out in the water. Let the 
water stand in a temperate air, untill the party be well.” 
For “Double Powder of Sympathy” take “oyle of Roman 
Vitrioll & dry it in the sun in march till it bee Powdered; 
and soe keepe it and apply it to anythinge that hath the 
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blood of the wound: neither must it be dryed in the Dog 
days.” 


Of American interest is “The Receipt of the green oynt- 
ment Sir Ferdinando Gorges way,” for no doubt he intro- 
duced it into the province of Maine, the colony which for 
years he fostered and encouraged. This ointment “helpeth 
aches, bruises, Palsies, Gouts, shrinking of sinews, sci- 
aticks, aches of the back, Lameness, Plurisies, the Collick, 
the Spleen, the cold, Dropsy of the ‘liver, . . . the cough, 
the soles of the feet being anointed therewith, & extream 
pain of the head, . . . scaldings & burnings, the places 
beinge hurt, anointed with it 2 or 3 times a day with a 
feather, for it will take out the fire & cure the hurt... 
alwaies keeping a Linnen cloth thereon, dipped in the 
same oyntment.” 


Many of the remedies are indeed wonderful. A roasted 
“fatt catt” will cure an ache in the shoulder. For the Gout, 
“Take the Maw of an oxe or Bullock: in May or June; as 
soone as it is out of the oxe, cut a little hole as much as 
you may slip your foot into it & Let it be in it till it be 
almost cold.” “My Lord, Gorge, [sic]” is held responsible 
for “A Rare Medicine for the help of a consumption and 
to make a Lean body Fatt. Take a Swine of a year old 
and kill him and save the blood; and distill that blood in 
a glasse still and drinke of that water morneinge and 
eveninge sweetened with a Little Sugar.” If Thomas Parr, 
whose death occurred in 1635 at the age of 152, and Henry 
Jenkins, who died in 1670, claiming to be 169, might be 
considered as indications of the efficacy of the remedies 
of the time, no doubt some of these cures were as the 
writer informs us “excellent good” and “experimented by 
thousands.” 

GERTRUDE L. ANNAN. 
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